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Lipoma is the most common mesenchymal neo-
plasm of the soft tissue, accounting for approxi-
mately 16% of all these tumours.1 Its occurrence in
the oral cavity is uncommon, comprising less than
5% of all benign tumours in this location.1–3
It is prevalently found in the cheek and tongue,
but also in the lip, gingival and floor of the
mouth.2;3 Particularly, lipoma accounts for 0.3% of
all lingual tumours.2–5 Lipomas have been classi-
fied, according to their morphological features into
simple lipoma, fibrolipoma, spindle cells lipoma,
angiolipoma, myolipoma, pleomorphic lipoma,
mixoid lipoma, atypical lipoma and infiltrated li-
poma, also termed as intramuscolar or intermusc-
olar lypoma.1;2;4;6* Corresponding author. Tel.: +39-081-5665311; fax: +39-081-
5665294.
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and characterized by an infiltrative growth pattern
and a high recurrence rate.2;4;7
In view of this macroscopic appearance, com-
puter tomography and magnetic resonance of this
lesion may sometimes provide imaging features
simulating sarcoma.3;8
IL of the tongue is extremely rare, so that few
cases have been reported in the literature.2;9;13
Its rarity has prompted us to report a further
case of IL of the tongue mainly to discuss clinical,
diagnostic and histopathologic picture.Case report
A 54-year-old Italian male was referred to our
department in October 2002 with a 2.5 cm painless
swelling in the left side of the tongue which he had
firstly noticed about 2 years earlier. Because of the
absence of pain and bleeding, he was not initially
alarmed, but 6 months later he complained mas-
ticatory problems. There was no history of otherved.
34 G. Colella et al.tumour masses, his medical health was excellent
and haematologic and biochemical parameters
were within normal limits. Clinical examination
showed a soft tissue mass covered by normal-
appearing mucosa, with no ulceration or inflam-
mation; on palpation, the lesion was firm and not
fluctuant (Fig. 1). In October 2002, under local
anaesthesia, an incision was made through the
tongue mucous; during dissection, the tumour was
firmly fixed and infiltrated the underlying tongue
muscle, it was partially encapsulated with a uni-
form fatty yellow appearance. The tumour was
excised completely, together with a thin margin of
normal muscle tissue in the inferior part and a thin
margin of normal mucous in the superior part. Su-
tures were removed on the 10th postoperative day.
Periodical controls showed no evidence of recur-
rence in the last 6 months.
Histological material was fixed in 10% buffered
formalin, then regularly processed and embedded
in paraffin.
Histological sections were stained with hae-
matossilin-eosin, PAS haematoxylin, Van Gieson
(Fig. 2).
The immunostaining was performed on paraffin
sections using ABC method (DAKO), according to
Hsu14 with DAB chromogen.
Monoclonal antibodies (DAKO) to vimentin, actin
and S100 protein were employed by us, as primary
antisera (Fig. 3a,b).
The omission and inversion of the primary anti-
sera were carried out as negative controls. Paraffin
sections of other tissues were used as positive
controls.
Tumour appeared as not well-circumscribed
nodule of 2.5 cm in diameter, with yellow and
homogeneous aspect.
Microscopically the tumour was made up of
mature adipose tissue arranged in lobules sepa-
rated by a branching network of connective tissue
containing some small vessels. No cellular atypiaFigure 1 Lipoma of the left side of the tongue.and small vessels at outer zone were identified.
The neoplasia showed poor encapsulation and
infiltrates into surrounding striated muscle, so that
muscle bundles appeared entrapped within fat
lobules and sometimes were also atrophied. At
careful examination no lipoblasts, no mitosis,
inflammation or necrosis were seen in the tumour.
Immunistochemical method displayed an inten-
sive staining for vimentin and S100 protein in fat
cells, whereas actin positivities were detected only
in muscle fibers and small vessels (Fig. 3a,b).Discussion and conclusions
Lipoma, although morphologically indistinguish-
able from normal fat, differs from normal body fat
in that its lipid is not available for metabolism, and
its usually surrounded by a thin fibrous capsule.1;2
On the contrary, oral infiltrating lipoma displays an
infiltrative growth pattern and seems to be larger
than the ordinary oral lipomas.2 It is characterized
by a much deeper localization, slow-growing,
generally painless mass that can cause swelling and
deformity, but only rarely, the infiltration is so
extensive that can cause muscle disfunction, as in
the present case, or sensory changes because of
pressure on nerve trunks.4;9–13
Because of this infiltrative pattern, it would be
difficult distinguish IL from well-differentiated
liposarcoma by means of computed tomography
and other diagnostic imaging techniques.3;8
Indeed, the mass of IL may show high-signal
intensity with some strands of low- signal intensity
that may correspond to the remnants of the
internal lingual muscle.Figure 2 Mature adipose tissue infiltrating into sur-
rounding striated muscle (haematoxylin-eosin, 100X).
Figure 3 (a) Actin staining is only detectable in muscle
bundles entrapped within fat tissue, where no positivi-
ties are detected (ABC, 250X). (b) Vimentin staining in
adipose and fibrous tissue, whereas muscle bundles en-
trapped results negative (ABC, 250X).
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may be very similar and characterized also by
strands that may correspond to the remnants of
infiltrated soft tissue.3;8
A high rate of recurrences, perhaps due to the
incomplete excision, is often associated with this
tumour, but no case of an infiltrating lipoma found
in the literature was reported to have undergone
malignant changes.2;9–13
Despite the infiltrative growth pattern, the
diagnosis of IL must be considered if the tumour
shows absence of lipoblastic proliferation, cellular
pleomorphism, high mitotic activity, increased
vascularity and cytological atypia.1;2;6;15 Thesemorphological features all important in order to
distinguish an IL from well differentiated liposar-
coma.15
The case presented by us did not show any fea-
ture of malignancy so that the diagnosis of IL was
easily carried out. Immunohistochemical findings
also confirmed histopathological diagnosis.References
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